Community clinics are increasingly advocated as a way of delivering specialist health care. In this study, a hospital-based clinic is compared to a rotating community clinic in terms of descriptive consultation data, patient satisfaction, case mix and cost. Among other things, community clinics were more local (1.6 vs 4.9 miles), involved less waiting for the first appointment (47 vs 27% seen within 1 month), provided longer consultation times (49 vs 31% 20min appointments) and produced more satisfactory consultations (82 vs 52% said their questions were always answered). Consultation data, however, showed that less patients were seen in the community clinic (8.6 vs 14.1 patients/doctor/clinic), with a higher old/new ratio (6.04 vs 3.96) and the cost per patient was higher (£15.93 vs £10.35). No differences were found in the case-mix data.
IN support of the concept of seamless provision in health care, specialist out-patient services in the community help blur the boundary between primary and secondary care. Such clinics are not new, being a tradition in psychiatry, but both medical and surgical specialities are now seeking to develop this service [1] . In practical terms, specialist clinics performed in general practice fund-holding surgeries solely for the benefit of the patients of that practice have different implications to the specialist clinics held in general practitioner (GP)-occupied health authority premises. This report is concerned with the latter: the so-called outpost clinic [2] .
The essential features of community clinics are that they are in a location closer to the patient's home and are performed by consultant specialists. Added to these two features are the possibilities for educational opportunities with GPs, and improved communication between hospitals and community nursing staff.
Other advantages to the hospital are the relatively low cost of community consultations, the savings occurring from 'estate' and staff costs, and the lack of investigative facilities. Among others, Snaith [3] has argued, however, that patients may still need to visit the hospital for investigations, that community clinics may lead to inappropriate referrals, that they are inefficient and that they distort the case mix referred to the hospital clinic. In a questionnaire survey of 28 hospitals, in which 98 community clinics were held across surgical and medical specialities, the principal perceived benefits were shorter waiting times for first appointments, ease of access for patients, fewer non-attenders, and patients seen by the specialist every time, although it was found that GP consultant contact was infrequent [1] . The objective of this study was to compare hospital clinics with community clinics in one speciality in one district over a 12 month period. The rationale behind establishing the community clinics was no more than to extend hospital care into the community and to provide a locally based consultation service. However, comparison of the clinics has been made in four ways: descriptive consultation data as a measure of 'efficiency', patient satisfaction, case-mix data and costs.
METHODS
The rheumatology service in Huddersfield started in December 1990, with seven consultant sessions covering a population of 220 000. Three out-patient clinics are held each week; one of these clinics is in a community location. In addition to the consultant sessions, five clinical assistant sessions per fortnight support the hospital clinics.
Community clinics are held in four locations on rotation, each location being visited monthly. Three of the community clinics are in health authority-owned general practice premises, and the fourth location is in a small cottage hospital of 40 beds, supported by GP cover. Appointments for the community clinic are made centrally, in a diary, which is taken to the community clinic along with the hospital records and X-rays. The community clinics are essentially unsupported, unlike the hospital clinics where nursing and clerical support is povided.
Data on all consultations are entered into a database package (Harris, North-East Software, Inverness) from which diagnostic and consultation data can be obtained. Information was obtained for the calendar year from 1 October 1993 to 30 September 1994. Diagnostic data are coded by Read, but for the purpose of this review, have been aggregated under nine general headings: inflammatory arthritis, osteoarthritis, crystal disorders, back/neck pain, generalized non-articular rheumatism, localized soft tissue rheumatism, connective tissue disorders, other disorders and awaiting diagnosis. Data from the four community clinics were pooled. The numbers of doctor sessions per clinic per year were obtained from a diary recording annual and study leave, and other absences.
A survey of patient views was undertaken by the Kirklees Community Health Council. After wide consultation, a questionnaire designed to elicit the views of both hospital and community clinic users was given to consecutive patients attending community and hospital clinics during November 1993. Questions asked included distance travelled to the clinic, doctor seen at first appointment, timeliness of appointment, duration of appointment and quality of consultation. All questionnaires were returned anonymously, using a stamped addressed envelope, to the Community Health Council where the data were collated on a spreadsheet for subsequent analysis.
The financial costs of the clinics were calculated as follows. The costs of drugs and investigations were ignored since their magnitude would be the same irrespective of whether they were ordered from the hospital or the community clinic; in practical terms, of course, it matters to which budget these charges are made. Estate costs were based on the cost per square foot of clinic space (hospital clinic area was estimated as 20 m 2 , community clinic as 10 m 2 ) and 100% occupancy of the clinic. In fact, the hospital clinic room is used for 70% of the working week, the community clinic room from 20 to 50%. Travel costs were based on actual travel claims over a 12 month period. Staff costs were based on a fraction (l/40th) of the monthly salary.
RESULTS
During the 12 month period of the study, there were 2589 consultations in the hospital-based clinics and 352 consultations in the community clinics (see Table I ). Approximately half of all new consultations were discharged"from the hospital clinic, slightly more (64%) in the community clinic. The discharge rate of follow-up patients differed markedly between the two clinics: 33% from the hospital follow-up clinic, but only 9% from the community clinic. Similarly, there was a difference in the old to new ratio between hospital (3.96) and community (6.04), and consultation rate expressed as patients per doctor per clinic (14.1 in hospital, 8.6 in community). GPs attached to the health centres where the community clinics took place had a lower referral rate (1.27 referrals/1000 patients/year) than GPs elsewhere in the region (2.00/1000/year).
Case-mix data are presented in Table II . These figures are percentages of patients attending. The major differences are in the percentage of follow-up patients with inflammatory arthritis (65% hospital follow-up clinic, 79% community follow-up clinic) and in patients attending with connective tissue disorders (9% hospital clinic, 4% community clinic). Although a comparatively low figure, the frequent attendance of these patients magnifies their impact in the overall annual attendance. For example, nearly a quarter of all consultations in the hospital clinic were made by just 27 patients.
In the Community Health Council survey, 165 questionnaires were given out at the hospital clinic and 35 in the community clinics. A total of 102 replies were received from the hospital clinic patients and 33 from the community clinic patients; the results are summarized in Table III . As expected, the mean distance patients had to travel to the clinic was much lower for the community clinic patients (1.62 vs 4.98 miles). Other clear differences between the community and hospital clinic are the percentage of patients seeing a consultant at the first appointment (100% in community vs 62% in hospital), being seen at the appointment time (94% vs 71%), appointment duration, the patient's perception of questions answered and physician empathy. The differences in the latter two items could be related more to the status of the doctor seen than the locality of the consultation (patients preferring a consultant consultation). To allow for this effect, the variables were dichotomized and entered into a logistic regression model using, successively, 'questions answered' and 'doctor understands' as the dependent variables, and 'status of doctor' and 'clinic location' as the independent variables. For each model, the only significant variable was 'clinic location' (OR = 3.5, 95% CI 1.3-9.5, for 'questions answered'; OR = 3.2, 95% CI 1.1-9.3, for 'doctor understands').
Total staff costs for a hospital clinic were £262 compared to £114 for a community clinic. Estate costs were also higher for the hospital clinic (£65 compared to £18.50). Average mileage claims for travel to the community clinics were small (£4 per clinic). Despite the higher total cost of the hospital clinics, the higher consultation rate in the hospital clinic results in a lower cost per patient (£10.35/patient in hospital, £15.93/ patient in the community).
Personal contact with GPs was recorded during the year of the study. Contacts initiated by the consultant with a view to discussing patients seen at that clinic were initiated in 12 cases. In a further five, the consultant asked for a prescription to be written for a particular patient so that the patient could immediately obtain the medicine. In seven cases, the GP initiated discussion of patients, generally those already under review in the community clinic, but in two cases concerning patients not previously seen by the consultant. However, communication with other practice staff occurred frequently, particularly with practice nurses and, less often, practice-based physiotherapists.
DISCUSSION
From the GP's view, the perceived benefits of community clinics in general practice are that patients are in favour of them, mainly because they are seen in a familiar setting with a shorter waiting time and by a consultant every time [4] . Hospital-based practitioners have pointed out the disadvantages, including inefficiency, poor documentation, case-mix disruption and lack of availability of the consultant while in the community [2] . How do these data support these assertions? Results from the community health survey presented in Table III show that, generally speaking, patients are more satisfied with the consultation service they receive in the community clinic. The reasons for this are not too difficult to understand: patients are seen in a familiar setting, closer to home, with ample parking, short waiting times and no interruptions. A strict appointment system with access limited to the consultant or secretary ensures that over-booking does not occur. In this way, new patients generally receive a full 30 min consultation and old patients a 15 min consultation each, usually ample time to discuss any problems and perform joint injections if required. In the hospital clinic, a similar appointment structure is theoretically in operation, but over-booking by urgent new and follow-up appointments inevitably leads to a disruption of this arrangement with consequent decreased appointment times. A number of factors are therefore likely to underlie the better patient satisfaction seen in community clinics, but in particular shorter waiting times and longer appointment times probably explain the greater influence of locality over status of doctor in the logistic regression model.
In contrast, if the number of patients seen per clinic is a measure of efficiency, this supports the notion that community clinics are inefficient. Finding the correct balance between 'efficiency' and patient satisfaction is clearly difficult as factors such as 'demand' are often beyond our control. However, the organization and provision of rheumatological services differs widely between districts [5] so that optimal patient scheduling may be possible and enable equitable quality in both hospital and community sites. Whatever the availability of rheumatological services, if a community consultation service is established using the current model, the lack of support staff and the travel time will reduce the number of patients seen per session; further reductions will occur if GPs are involved in the consultations.
Although all patients attending all clinics were given a questionnaire to complete, the response rate differed between type of clinic (62% hospital, 90% community). As the questionnaires were returned anonymously, further contact to improve the response rate could not be performed. Furthermore, anonymity prevented sampling of non-responders to address the question of bias. However, it is likely that the more 'satisfied' patients would have returned the questionnaires, but this particular bias should have worked equally between both types of clinic. The lower response rate for the hospital clinic may result from a higher proportion of new or first return patients who might have less interest in maintaining and improving a rheumatology service.
Although the method of costing the clinics was crude, a useful comparison can be made. Despite higher estate and staff costs, hospital clinics were cheaper as a result of the higher consultation rate.
The cost data would have been different if the cost of drugs and investigations had been included. Given the different budgets, it is obviously cheaper to the hospital for the GP to prescribe and to order investigations. For the Health Service, however, the costs are the same irrespective of their origins. It is clear that the higher quality consultations in the community clinics are achieved at a higher cost; increasing the number of patients seen in the community clinic to reduce the cost would probably reduce the quality.
Educational opportunities, as a result of personal contact between consultant and GP, were infrequent. Most GPs were in busy surgeries at the same time as the consultant was performing the community clinic, and usually contact was no more than a greeting in the corridor between patients. Unless the practice can afford to arrange a GP to take a dedicated interest in the clinic, then educational opportunities will not occur. In a survey by Bailey et al. [1] , in only 5% of outreach clinics was the GP in attendance.
Walker [2] has suggested that outreach clinics may distort case-mix data by selecting simple, easily managed conditions for treatment in the community site. While accepting that this was not an outreach clinic in the sense of being held in a fund-holding practice, there was no evidence that easily managed conditions, such as localized soft tissue rheumatism, were being referred preferentially to the community clinics. In fact, localized soft tissue rheumatism comprised <2% of the new referrals, suggesting that GPs were managing these cases themselves. Furthermore, GPs working in the health authority premises where the community clinics were held did not have a higher referral rate than GPs working elsewhere. The minor differences in case-mix data do not result from a particular practice (or GP) having a special interest in rheumatology and, since the community clinics are locality based (rather than practice based), a single practice with an interest would have a minor effect on the case-mix data.
The majority of follow-up patients in both hospital and community clinics had inflammatory arthritis, mainly rheumatoid arthritis, and represented a central core of patients in both localities which occupied the majority of the follow-up patients for the year in question. A small number of patients with rheumatoid arthritis and connective tissue disorders accounted for almost a quarter of all the follow-up appointments in the hospital clinic. Most follow-up appointments were therefore concerned with patients suffering from illnesses with a potentially high morbidity, requiring specialist care.
In summary, patients are highly satisfied with the service they receive in community clinics, mainly due to their close locality and having sufficient time with the consultant at each appointment. However, the demands of rheumatological practice in a district general hospital make this a luxury that cannot be extended to all patients.
